her and diagnosed a pyosalpinx. He performed laparotomy (the patient was five months' pregnant), but found nothing to account for the symptoms beyond some adherent lymph on the pelvic colon, and some thickening of its walls. The abdomen was closed without anything being done. The patient had a rigor after the operation, and miscarried the next day. The temperature at this time was 1030 F., and the patient was desperately ill. Several vaccines were tried, but do not appear to have done any good. There were frequent rigors, and the temperature became markedly intermittent. She suffered from severe abdominal pain, more especially when the bowels acted. In February, 1909, the temperature became, hectic in character, with frequent rigors, and the blood in the stools still continued. Anti-dysenteric serum was injected without any effect.
On April 20, 1909, she was operated upon in St. Thomas's Home; a right-sided colotomy being performed. As a result of this operation, the patient's symptoms improved for a time. At first the bowel was washed through from the colotomy opening to the anus daily, but this soon became impossible as the water all returned via the colotomy wound. Soon after leaving the Home the colotomy ceased to act satisfactorily, and the major portion of the stools passed per anunz. The bleeding from the bowel and the high temperatures with occasional rigors still continued.
Previous history: For some years previous to the present illness she had occasionally had slight bleeding at stool, which was attributed to piles, but no notice was taken of it, as it caused her no inconvenience. Two years before her illness she had lived in Ceylon for about eighteen months, and, while there, she had suffered with bleeding from the bladder for a few days. The cause of this haematuria was not ascertained. There was nothing else of note in her history. Her condition when she first came under my care on November 1, 1909, was as follows: She was very anwmic and looked extremely ill. There was marked wasting, and she only weighed 6 st. 7 lb., whereas her proper weight was 9 st. 6 lb. She had frequent and severe pain in the abdomen and rectum, which appeared to be brought on by an action of the bowel. The pain was so severe that it had to be relieved by the administration of morphia daily. The stools were liquid, with scybalous lumps. Blood was present in clots, and there were large lumps of red, jelly-like mucus. There were about two stools daily.
An examination of the abdomen did not reveal anything abnormal.
In the rectum the opening of a recto-vaginal fistula could be felt low down on the left-hand side; otherwise it felt normal. A sigmoidoscopic examination made without an anaesthetic showed some follicular ulceration, but not sufficient to account for the symptoms. The colotomy opening would just admit the tip of the little finger, and most of the stools passed per anumn. It was found quite impossible to wash the colon out from the colotomy opening. Several examinations, both microscopical and bacteriological, were made of the stools, but did not throw any further light on the case. Repeated examinations of the blood also failed to aid the diagnosis. Although the bilharzial parasite is not endemic to Ceylon, it was thought possible that the patient might be suffering from bilharziosis, and several examinations were made to discover the ova, but without success. Liver abscess was also suspected, and the liver was explored with needles under an ancesthetic, but without finding any pus. While the patient was under the aniesthetic I again examined the bowel with the sigmoidoscope, and was able to see higher up than had previously been possible. I discovered a number of small polypi surrounding the lower end of a tight stricture, situated somewhere about the middle of the sigmoid flexure. A diagnosis was made of stricture, due probably to pericolitis or hyperplastic tuberculosis, and it was decided to operate if the patient's condition could be improved sufficiently to afford a reasonable chance of her surviving the operation.
In the meantime, with the object of cleaning up the colon, a pure culture of the Bulgarian lactic-acid bacillus was inj^ected daily into the colon through the colotomy opening. By January, 1910, the patient was sufficiently improved in health to warrant the performance of the operation, although she still had rigors about twice a week. I operated on January 8, assisted by Captain Spencer, R.A.M.C.; the ancesthetic, chloroform, being administered by Dr. Blumfeld. Subcutaneous infusion of physiological saline solution was given during the whole period of operation.
On opening the abdomen it was found that the central portion of the pelvic colon was represented by a hard, rigid tube. There were few adhesions, but a number of enlarged inflamed glands both in the mesentery and along the great vessels. The sigmoid flexure was resected between clamps, about 6 in. or 8 in. being removed. The gap in the mesosigmoid was first sewn up and then the ends of the bowel anastomosed end to end with a double row of sutures, the inner of which took up all the coats. The abdomen was then closed in three layers. The operation was well borne, and the patient, in spite of her emaciated condition, did not show any symptoms of shock. The bowels were opened on the second day by an injection of olive oil and magnesium sulphate, introduced by the colotomy. The patient made an uninterrupted recovery and rapidly put on flesh. The temperature, for the first time in eighteen months, came down to normal and remained there. The patient went home in three weeks from the time of the Description of the specimen: The specimen consists of about 7 in. of the pelvic colon, in the centre of which there is a tubular stricture about 4 in. in length. The stricture was so tight that it would not admit a lead pencil except with difficulty. When laid open it was seen that the whole of the mucous membratae was covered with small, pedunculated polypi, the largest of which was rather smaller than a pea. These polypi extended throughout the stricture and for some distance on either side. There was one very small ulcerated portion of mucous membrane near the centre of the stricture, otherwise the mucosa was not ulcerated. The walls of the stricture on section were, in the fresh specimen, quite 41 in. in thickness and extremelv hard. The thickening of the bowel wall was unifornm throughout the strictured portion.
Sections of the specimen were reported upon by the Laboratories of Pathology and Public Health as follows: A section of the wall of the stricture shows general hyperplasia of the bowel wall. This is especially marked in the mucosa, which shows extreme hypertrophy of the follicles, with much hyperplasia and round-celled infiltration of the stroma-i.e., a definite adenomatous formation. Pari passu with these progressive changes the gland tissue shows marked degeneration of its epithelium, resulting in the follicles being distended with mucoid secretion. The inner muscular coat is inflamed. Its vascularity is increased, and large vessels filled with blood are seen.
A further section cut from the centre of the stricture was reported on as follows: Here the glandular tissue is reduced in amount and the inflammatory new formation is excessive, due it would seem to ulceration, since the glandular elements are replaced by organized granulations.
Sections stained by the Ziehl-Neelsen method were searched for tubercle bacilli, but with a negative result. Portions of the mucosa from the fresh specimen immediately after its removal were made into an emulsion and injected into guinea-pigs at the Lister Institute. A month later the guinea-pigs were killed and exanmined, but no evidence of tuberculosis was found.
I believe the condition to be one of hyperplastic tuberculosis of the colon. The appearances of the specimen suggest this, as also do the history and the microscopical findings. It is true that the most careful search has failed to demonstrate any positive evidence of the tubercle bacillus, but it is well known that in quite a large proportion of cases of hyperplastic tuberculosis of the colon it is impossible to find tubercle bacilli. The possibility of the condition being one of bilharzia of the colon was thought of, but in the first place neither the bilharzia parasite nor the Schistosomum japonicum is known to exist in Ceylon, and, further, no trace of ova could be discovered either in the stools or in any of the specimens. The apparent explanation of the septic infection and rigors from which the patient suffered seems to lie in the microscopical abscesses which can be seen scattered about in the walls of the stricture. At any rate, no other septic focus was discovered, and the temperature became normal directly after the stricture had been resected.
DISCJUSSION.
Mr. GORDON WATSON said Mr. Mummery was to be congratulated on the wvay in which he made the diagnosis, and the successful issue to which he had brought the case. He (the speaker) was not familiar with any other specimens of hyperplastic tuberculosis of the sigmoid flexure, tberefore he did not know what such a condition ought to look like. But on looking at the specimen and the microscopic sections he was surprised, if it was tubercle, not to see some evidence of loss of mucous surface or of breaking down on the surface of the polypoid tags of the mucous membrane, or any evidence of tuibercle on the peritoneal surface. He had carefully examined the microscopical sections, and where the hyperplasia of the mucous membrane existed there did not seem to be microscopic evidence of anything resembling tubercle.
Dr. ROLLESTON said he had seen and examined microscopically cases of hyperplastic tuberculosis of the colon, and it might often be very difficult to prove that they were tuberculous. In one instance the chief evidence was that there were definite tuberculous changes in an adjacent lymphatic gland, for the wall of the colon showed hyperplastic infammation but no histological evidence of tuberculosis. Mr. Mummery's description of his case raised the questions: need the word "tuberculous" be retained in the title, and would not "hyperplastic colitis " be sufficient and more accurate ? But perhaps Mr.
Mummery hesitated to describe a new disease. Probably some of the cases at present included under the heading of hyperplastic tuberculosis of the colon might be due to some other chronic infection. Further, in Mr. Mummery's case, considering the eighteen months' duration, there was scarcely enough thickening in the colon to correspond with the naked-eye appearances of hype'rplastic tuberculosis. In cases of hyperplastic tuberculosis of the cw,cum, the commonest situation for this lesion, this thickening might be enormous and might obstruct the lumen of the caput ca,ci. It had been suggested that most of the cases of primary carcinoma of the cocum which had remained free from recurrence after operation, and had not been submitted to microscopical examination, were in reality examples of hyperplastic tuberculosis of the colon.
Mr. CARLESS said Dr. Rolleston had anticipated the question he was about to ask-namely, as to the condition of the lymphatic glands of the sigmoid. In hyperplastic tuberculosis of the coacum the glands were often found to be enlarged. He bad in mind the case of a girl who had had a nocturnal temperature of 1020 to 104°F . for some time. On operation he found extensive disease of the cacum, ascending colon, and ileum; the peritoneum was much roughened and ragged, and behind the ceecum and along the ascending colon there were masses of tuberculous glands. He removed the lower end of the ileum, as also the affected portion of the large intestine, and did an ileo-colostomy. The glands were left. The temperature dropped at once to the normal, and never rose again, and uninterrupted recovery ensued. The diagnosis of thickened hyperplastic growths of the colon was a very interesting question, on which more information was needed. He was satisfied that there were some conditions. which were not tuberculous, and which would get well without anything more than an exploratory operation. He had in mind at least two such cases, in both of which the condition was thought to be carcinoma, and in both the patient recovered perfectly. One involved the cocum and ascending colon, and the other the sigmoid flexure. In the former case the patient was an old Indian officer, whose general condition was so unsatisfactory that he did not care to attempt the removal of a mass so fixed and adherent; he closed the abdomen after doing an ileo-colostomy to relieve the possibility of obstruction. Subsequently the local practitioner put the patient on a course of trypsin and afterwards of amylopsin, and the condition cleared up entirely.
Mr. R. P. ROWLANDS said he had met with four cases of non-malignant stricture of the colon during the last two years, particulars of two of which were published in the Lancet of April 30, 1910. In both of these he had made a mistake in diagnosis, thinking them to be malignant. In one he found what. he thought to be a growth, a greatly thickened colon, as long as his forearm, leading from the rectum to the splenic flexure. Above that the colon was. enormously distended with feaces. The patient was very ill, too ill for an extensive resection, and he therefore joined the ileum to the front wall of the rectum 5 in. from the anus. She was much better now (nearly two years after the operation), but she was not well; she had occasional diarrhcea, vague abdominal pains, and was more or less of an invalid. Unfortunately, he was not able to cut away any portion of the diseased bowel, and therefore microscopical examination was not done. In the second case the same mistake was. made, but the stricture was more localized, and therefore he decided to remove it. He did not know until he had cut into the specimen after resection that it, was not malignant. On cutting into the free border of the bowel afterwards, the mucous membrane was found to be smooth; only the muscular and peritoneal walls were involved, and they were very thick. Microscopic examination showed no evidence of tubercle, and the mesentery, which was greatly enlarged, showed small abscesses near sacculi, but no sign of growth. He removed all the enlarged glands, and the patient made a good recovery. He had known two other cases in which the strictured sigmoid was removed under the same impression and with satisfactory results. These were patients of Mr. Dunn and Mr. Steward, at Guy's Hospital. He asked if dissection had been made of the mesentery and appendices epiploicae in Mr. Mummery's specimen, to see if there were any sacculi there. He would not have discovered sacculi in his cases had it not been for Dr. Telling's paper; the orifices into the bowel were very small. The first patient was aged 60; another was aged 47; and a third, aged 26, was at present in Guy's Hospital, and Mr. Dunn removed, as he thought, a malignant growth of the sigmoid, though microscopically it did not prove to be of this nature.
Mr. MUMMERY, in reply, said such cases were distinct from ordinary tuberculous lesions, and more comparable to the curious cases of tuberculosis of the larynx and lymphadenoma. The reason for calling these cases tuberculous rested on the statement that in some 50 per cent. tubercle bacilli could be found in the submucous layers. But even in those cases ulceration of the mucous membrane was exceptional, and, when it was present, generally occurred not at the site of greatest stricture, but above it, suggesting that the ulceration was secondary to the stricture. About two years ago, for his Jacksonian Essay, he collected 100 of those cases, and, as Dr. Rolleston said, nearly three-quarters of them were at the cecal angle, or the lower end of the ascending colon, and in only 50 per cent. could one prove the tuberculous origin by inoculation or by microscopical examination of the specimens. But the resemblance between them made it probable that they were closely connected. There must have been many other organisms present to produce the temperatures which the patient had in this case. There were records of four cases in which the entire colon was converted into a structure as hard as a gas pipe. In one case he operated himself; one was operated upon by another surgeon, who mistook it for diffuse carcinomatosis. The other two cases which resembled it were both microscoped, and one of them gave the test for tuberculosis, both by inoculation into rabbits and by finding the tubercle bacilli. The condition must be very rare, as he could find records of only four cases. In this case two guinea-pigs were inoculated, both were killed a month afterwards, but both were apparently in good health, and post-mortem examination of the guinea-pigs revealed no disease anywhere. The experiment was done at the Lister Institute. There were many glands in the meso-sigmoid and in a large part of the abdomen. He did not attempt to remove the glands, as he was satisfied it was not a malignant condition. The glands had not caused trouble since, and he believed they had disappeared. The only gland which was cut showed nothing but fibrosis and small-celled enlargement. He had not dissected the specimen to see if there were sacculi in the fat; the reason he did not was that he was under the impression that the cases in which there was pericolitis due to multiple diverticula of the colon were over middle age. He thought it was due to old constipation. Apparently the whole history dated from a hunting accident, which was followed by severe haemorrhage from the bowel two days afterwards.
